When invited to write an introduction to this special number of the PostGraduate Medical Journal one's thoughts naturally turned to the history of Orthopedic Surgery, but this has already formed the subject-in whole or in part-of many addresses and lectures. Our remarks will be confined, therefore, to the more recent history of Orthopaedics in this country, with It has never been urged by those anxious to see special organization for the treatment of fracture cases that each fracture clinic should necessarily be in the care of an orthopaedic surgeon. All that was asked for was that the cases should be segregated and placed under a surgeon who was willing and anxious to devote time and energy in organizing the work and improving the routine treatment of fractures in his hospital. It seems more than likely, however, that eventually all fracture clinics will be under the care of the orthopaedic surgeon of the hospital. There are many arguments in favour of combining the two departments under one head, provided he is given a sufficient number of special assistants.
No one who has watched the work in a fracture clinic can doubt the enormous advantage of such segregation to the patients, to the casualty officers, and, in a teaching hospital, to the students. The standard of the routine treatment of the ordinary-fractures has risen enormously, while the more difficult cases are brought to the notice of the surgeon in charge without the unnecessary, and sometimes fatal, delay which was so common before the days of the fracture clinic. Also it seems to be fair to assume that the segregation of fractures is responsible for many of the great advances that have taken place in the treatment of fractures since the War, and particularly during the last ten years or so.
Let us consider some of these advances? To begin with, the pendulum, which had swung too far towards rather inefficient splintage and the early use of massage-"mobilization and massage" as it was sometimes termed-has returned to the older method of uninterrupted immobilization. But October, 1937 hands is invaluable in certain cases, e.g., for a compound fracture of both bones in the lower third of the leg, it should not be regarded as the routine method to be used by all for applying extension.
Another fracture in the treatment of which a big advance has been made recently is the crush fracture of a vertebral body. Watson-Jones of Liverpool has shown us that it is possible, particularly when the fracture is in the lower dorsal or lumbar region, where most of these fractures occur, to restore the crushed body to something very near its normal shape by simple hyperextension of the spine. Doped, but not anaesthetized, the patient rests, face downwards, on two tables, his trunk sinking into hyperextension between the two. A plaster corset, reaching both high and low in front, is applied in this position. The principles mentioned above with regard to the functional use of the damaged part are applied in this case, and the patient is encouraged to get up and about within a week or two of the accident. From the first he is made to exercise the spinal muscles, by hyperextending the head and the hip joints in the prone position.
Another fracture we must refer to is that of the neck of the femur. It is no exaggeration to say that the introduction of Smith-Petersen's three-flange nail has revolutionized the treatment of these cases and greatly improved the outlook from every point of view. 
